
latter into the common duct, with the results
hereinbefore mentioned. Unfortunately, in a
large majority of cases of common duct stones,
the gall-bladder is %o thickened and contracted
that its efficient use for drainage is impossible,
and the question of removal is, therefore, not
affected by these considerations.

The recent experimental demonstration that
after cholecystectomy in animals a so-called
compensatory dilatation of the common duct
occurs, has led to the suggestion that cholecystec-
tomy instead of cholecystenterostomy wrould be
the proper procedure in chronic pancreatitis.
The loss of the function of the gall-bladder as a
pressure regulator is the alleged reason for the
dilatation of the common duct after its removal.
It seems doubtful if the dilatation would take
place under the actual conditions of pressure on
the thin-walled duct by the swollen head of the
pancreas. As a preventive of pancreatitis, how-
ever, the removal of the gall-bladder, by favor-
ing dilatation of the duct and providing free
drainage, would appear to have a favorable in-
fluence.

We all remember that on largely, empirical
evidence some fifteen or eighteen years ago, cer-
tain surgeons were advocating the removal of
the gall-bladder in the majority of gallstone
cases, and that for years the influence of the
Mayo Clinic was against this, as not providingdrainage. Accumulated experience, however,
has shown that recurrence of symptoms after
cholecystostomy, especially in cases of cholecys-titis without stones, is far from uncommon.
Certain men of experience have roughly rated
it as 25%. The reason for this is evident, if,
as we now believe, the infection is in the wall of
the gall-bladder and no1 in the bile. Actual
recurrence of gallstones is also not uncommon.
I have personally re-operated and foumS gall-
stones from five to six years after operations of
my own, in which I feel certain the stones re-
formed mid were not left, behind.

The subsequent development of cancer in a
gall-bladder from which stones had been re-
moved has occurred five times in my experience.

We learn now that the procedure in the Mayo
Clinic has so changed that cholecystectomy is
performed in 90%> of the cases, an interesting
commentary on the modern trend; but we also
learn that many surgeons of prominence and
skill do not endorse cholecystectomy in so large
a proportion of cases. ,

In the matter of the advantages, and, what is
even more important, the safety of cholecystec-
tomy in any given case, the surgeon must be his
own judge, using his own experience and"
knowledge as his guide. Blind adherence to the
so-called dictum of any authority is not only
unsafe but often fatal in this most complicated,
interesting, and important branch of our art.

Cholecystectomy is indicated in the following
cases:

1. In cases of very thick, acutely inflamed,
bright-red, or gangrenous gall-bladders due to
impaction of a stone in the cystic duct.

2. In cases of chronically thickened gall-
bladders. Here (a) the thick walls cannot con-
tract and drive out the bile, so that what bile
gets back into the gall-bladder it is sure to stag-
nate there; and (o) after cholecystostomy, the
walls do not contract, so that we get a mucous
sinus for a long time or forever.

3. In eases of gall-bladders very much dis-
tended with clear fluid from impaction of a
stone in the cystic duct. Here the duct has
been closed and probably ulcerated and stric-
tured by the irritation of the stone, so no bile
gets back. In these cases, removal is usually
technically simple.

4. Whenever suspicion exists of malignant
disease.

5. In chronic cholecystitis without stones,
but with moderate thickening and ulcération of
the mucous membrane, giving little yellow spots
on the mucous surfaces, the so-called "straw-
berry gall-bladder." These do not get well
with drainage alone.

6. In chronic cholecystitis without stones
but with adhesions to the surrounding organs,
especially the pylorus, which cripple the latter
and cause symptoms. Here, also, drainage
alone is only temporarily efficient. The gall-bladder is a constant focus for low-grade infec-
tion and adhesions, which will continue to form
and perhaps to spread until its removal; all
these processes being attended with discomfort
and invalidism to the possessor of the organ.

REPORT OF A CASE OF SACRO-ILIAC
STRAIN FOLLOWING SYMPHYSIOTOMY

By Charles F. Painter, M.D., Boston.

There have been differences of opinion in the
medical profession regarding the possibility of
lesions of the sacro-iliac joint ever since atten-
tion was called to its possible injury or luxation.
By a considerable part of the profession there
has been a tacit agreement that lesions of this
articulation are possible; that in a certain few
instances such lesions as have been described are
demonstrable by physical signs peculiar to them-
selves, but in a majority of cases the diagnosis
of this condition will have to be made upon the
results of treatment of a like nature to that
which admittedly brings relief to patients who
have demonstrable sacro-iliac disturbance. A
small part, of the profession rejects the evidenceoffered to prove that such lesions exist, whereas
a very few, among whom are some anatomists,
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declare emphatically that such lesions could not
possibly occur because there is no such thing as
a sacro-iliac joint and there is no mobility pos-
sible between the bones in this region. It is in
accordance with the history of many new con-
ceptions in medicine that this should have been
received in this manner. It is time, however, for
one who seeks to interpret clinical observations
in this region to abandon the ground that there
can be no such lesions, because there is no such
joint, for both the existence of the joint and the
possibility of motion in it are capable of proof.It is true that the joint is not like any other
joint in the body, though it possesses ligaments
and interarticular structures that are similar
to, if not a duplication of, the tissues interposed
between bones in any of the other large articula-
tions. I fancy that the reluctance to accept, as
proof, any of the arguments offered to establish
the identity of this joint rests upon the feeling

, that in order to predicate an articulation one
must be able to demonstrate motion between the
bones that compose it. The very nature and
location of this particular articulation make it
impossible to demonstrate such motion by the
pursuit of those methods ordinarily applicable
to a joint in which it is desired to demonstrate
mobility. As for dislocations of the sacro-iliac
joint, they undoubtedly do not occur except
where the violence is very great, so great in fact,
as to crush the pelvis more or less extensively.The slight luxations which may occur and which
are consistent with the structure of the sacro-
iliac joint could not reasonably be expected to
give rise to any outward evidence of their exist-
ence. In any of the joints of the body at which
luxations or dislocations occur the degree of the
displacement is, in a way, proportionate to the
amount of motion of which the joint is capable.A joint with a small range of motion would be
capable of being displaced to a very slight de-
gree. A deeply-seated joint, such as the sacro-
iliac, possessing only the slightest possible mo-
tion, shows practically no sign that could be
interpreted to mean luxation. Even the radio-
graph reveals nothing, for the reason that those
indications which might be looked upon as evi-
dences of this are so slight that they are well
within the limits of error in the taking of pic-tures and could not fairly be admitted as evi-
dence on this point.

It is because so much question has been raised
by those who are skeptical about the existence of
sacro-iliac mobility that the following case
seemed to be worth reporting. The existence of
motion in these joints was flrst claimed by ob-
stetricians. That, as has already been said, there
is no demonstrable motion recognizable by anytests that it is possible to make in the normal in-
dividual is unquestionably true. Occasionallyin very severe traumatisms there is an actual

, displacement of these articulations such as has
been seen in cases where fractures of the pelvishave been sustained. Chronic sprains of the

oacro-iliac joints are not uncommon and in these
cases the evidence of the effect of slight mobility
in these articulations is clearly shown by the
production of lipping at. the periphery of these
joints.

The patient who is the subject of this report is a
young married woman of .'10 who had her first child
four years before she was examined by the writer.
She was of a rather high strung, nervous type, who
had never had any serious illness. During her preg-
nancy there were no unusual phenomena noted. The
labor proved so difficult that symphysiotomy was
employed as the measure likely to bring the best
result to child and mother. Convalescence was veryslow and painful, and she experienced great difficultyin walking. She was almost paralyzed in both legs.Pain in the lower back was severe, and there was
pronounced sense of instability in the low back andhips. She had been a very active woman, and the
discomfort caused by the attempt to follow out the
accustomed activities of her life plus those incident
to the care of an infant wore on her a great deal,and made a nervous invalid of her after two years.She persisted in being active partly because she
thought she ought, and partly as a result of advicegiven her on the basis of her neurasthenic tenden-
cies. The physical exhaustion following upon the
forced activities which were prescribed and the painreferred to the lower back, buttocks and thighs,finally forced her to give up, and it was at this junc-
ture that the writer first saw her in the fall of 1914.

She was an extremely healthy appearing young
woman. Color good, rather over weight, but of fairmuscular tone. In walking there was no notable dis-turbance of the gait. The back on inspection pre-sented nothing abnormal either in contour or mo-
bility. There was tenderness to deep pressure overthe base of the sacrum and along the line of junctureof the sacrum with the ilia. When lying down
thigh flexion with the extended leg caused some painin the low back and at the symphysis pubis. It was
also slightly tender over the symphysis to deep pres-
sure. Motion of the hips in all direction was nor-
mal. Forced hyperextension of the thigh causedpain at the symphysis pubis.

An x-ray of the sacro-iliac region shows a wideseparation at tho symphysis (nearly one inch), and amarked lipping of the sacrum and ilia at the sacro-
il'nc joints, caused apparently by the abnormal mo-
bility. Bliebt though it was, of these articulations
resulting from the separation at the symphysis. The
sense of insecurity in the pelvic joints was un-doubtedly explained by this abnormality.As she was too stout for mechanical measures tooffer very much likelihood of relief, it was decided
to try and rendor tho pelvic articulât ions more stableby wiring the symphysis. The day before the opera-tion a piaster model of the lower back, the buttocks
and both thighs was taken. This was re-inforced on
the posterior half and the anterior half was cut
away so that after the operation she could be madesto lie in this plaster shell.

Under ether anesthesia a transverso incision was
made over the symphysis about 4 Va inches in length.Tho two bones were found separated somewhat more
than an inch and the intervening space was filled
with fibrous tissue. By lateral compression over tho
troehanters after the removal of the fibrous tissue
and refreshing the ends of the bones so that thecartilaginous surfaces were roughened up some-what, it was possible to press the ends of the ram i
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Note the lipping of the bone at the lower end of the sacro-iliac joints. Also observe the séparation at the symphysis pubis. The
pubic bones are certainly three times as far apart as the normal.

of the pubes almost together. A heavy silver wire
was passed through each ramus about % of an inch
proximal to their articulating surfaces, and while
the bones were crowded together by an assistant, the
wire was drawn tight and twisted with the knot on
the side away from the pelvis. A few stout animal
tendon sutures were made to bridge over the gapand reinforce the silver wire. The wound was closed
tightly with silk worm gut and a tight swathe was

applied, exerting its pull on the pelvic bones in such
a fashion as to prevent their gaping. The patient
was put back to bed in her plaster, posterior shell,
and compelled to maintain that position for two full
weeks. At the end of that time she was permitted
to be moved a little from side to side, still in her
cast. Convalescence was uneventful except for some
difficulty in micturition at first. This was overcome
in a few days. At the end of three weeks she was
removed to her home, and for the next six weeks she
remained recumbent. After that, for the following
month, she moved cautiously and gradually im-
proved, so that she went about more and more. Her
nervousness became less and she was able to walk
with freedom and quite comfortably.

Sho has now no trouble at the seat of the suture
and she can walk just about as rapidly and as well
as over. There are now no symptoms and the pa-tient is quite as active as her custom had been.

As has been said earlier in the paper, one of
the most striking features in the case has been

the evidence of hypermobility at the sacro-iliac
joints ; this was associated with a severe backache
and gave ocular evidence of its existence by the
pronounced dipping of the sacro-iliac joints, as
shown by the x-ray. It may be maintained that,
even though one admits the validity of the claim
that motion in these joints is evidenced by the
lipping of the bones making up the joint, this is
due to the fact that there was no connection at
the symphysis. There never is a bony connec-
tion and though the abnormal separation in this
patient may, and undoubtedly did, aggravate
the already existing mobility, still there is abun-
dant- evidence that these joints are in existence
and I submit have been subjected to the diseases
to which other joints of the body have been sub-
jected. No better evidence is needed than this
in proof of the existence of these joints ; and if
joints, then motion must follow to some degree
at least.

Such a case as this cannot, now at least, be of
very common occurrence.. Aside from its inter-
est from the clinical standpoint, it has been very
instructive as furnishing proof of the reality of
mobility at the sacro-iliac joints, thus going far
to prove that though unlike other articulations
they resemble them in their essential features.
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